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like	 in	nature	 and	generalised	but	more	marked	on	 right	upper	quadrant,	with	no	associated	
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89/45	mmHg.	The	patient	had	only	received	1	L	of	normal	saline	before	 transfer	 to	PGH.	We	
resuscitated	the	patient	with	Ringer's	lactate	solution	and	the	pulse	came	down	to	105	bpm,	with	
a	 blood	 pressure	 ranging	 between	 128/78	 and	 135/84	 mmHg.	 The	 chest	 examination	 was	
unremarkable	with	equal	air	entry,	normal	heart	sounds,	and	no	murmurs.	The	abdomen	was	
symmetrically	 full,	 with	 right	 upper	 quadrant	 bruises;	 it	 was	 soft,	 with	 generalised	 mild	
























experienced	a	 sudden	deterioration,	was	 in	 respiratory	distress	with	 a	 respiratory	 rate	of	 26	
breaths/minute	 and	 alar	 flaring,	 and	 a	 tachycardia	 of	 122	 bpm,	 although	 normotensive.	 The	
Figure	1:	Axial	CT	scan	images	showing	subcapsular	liver	haematoma	and	parenchymal	injury	
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patient	had	a	 low-grade	pyrexia	of	37.5℃;	the	abdomen	was	 full	and	displayed	guarding	with	
marked	tenderness	on	right	upper	quadrant	and	absent	bowel	sounds.	The	patient	was	continued	
on	 intravenous	 fluids	 and	 antibiotics,	 oxygen	 by	 face	 mask,	 and	 prepared	 for	 emergency	
exploratory	laparotomy.		
Intraoperatively,	 4-quadrant	 packing	 was	 done	 with	 abdominal	 swabs.	 Four	 litres	 of	 altered	
blood	was	 suctioned	and	 there	was	no	 active	bleeding	noted	on	 exploration	of	 the	 abdomen.	
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A	 prospective	 study	 evaluating	 trauma	 patients	with	 serial	 USS	 examinations	 found	 that	 the	
incidence	 of	 acalculous	 cholecystitis	 in	 severely	 injured	 patients	 (injury	 severity	 score	 ≥	 12,	
requiring	intensive	care	for	>	4	days)	was	11%,	which	is	similar	to	other	reports.4	In	addition,	3	
factors	were	correlated	with	an	increased	risk	of	developing	acalculous	cholecystitis	in	this	high-







biliary	 stasis	 have	 been	 shown	 to	 be	 risk	 factors	 for	 the	 development	 of	 AAC.5,7–9	 With	 the	
difficulty	 in	 diagnosis	 and	 its	 fulminant	 course,	 AAC	 is	 frequently	 associated	 with	 empyema,	
gangrene	and	perforation,	as	well	as	significant	morbidity	and	mortality.9	Patients	with	these	risk	
factors,	injury	severity	score	>	12,	heart	rate	at	admission	to	the	ICU	>	100	bpm,	and	>	4	units	of	








only	 risk	 factor	 that	 is	 an	 independent	 variable.2,7,8	 All	 other	 risk	 factors	 are	 associated	with	
trauma	severity	and	are	therefore	dependent	variables.2	Our	patient	had	a	grade	III	liver	injury,	
which	gives	an	injury	severity	score	(ISS)	of	25,	though	he	was	haemodynamically	stable	until	day	




constraints,	 the	patient	 could	not	 afford	 repeat	 or	 serial	 CT	 scan	or	USS,	 hence	 serial	 clinical	
examination	was	instituted.	The	incidence	of	gangrene	and	perforation	seems	to	be	increased	in	
patients	with	acalculous	cholecystitis	compared	with	acute	calculous	cholecystitis,	likely	because	
of	 the	delay	 in	diagnosis	 that	 is	 common	with	 this	disease.	 In	many	 series,	 the	 risk	of	 severe	
gallbladder	complications	was	found	to	be	50%	to	60%.1,2	This	high	risk	may	be	the	result	of	the	
disturbance	 in	 capillary	 microcirculation	 that	 has	 been	 shown	 in	 pathologic	 studies	 on	
gallbladder	specimens	after	cholecystectomy	for	acalculous	cholecystitis.1	
Our	 patient	 was	 noted	 to	 have	 gangrenous	 acalculous	 cholecystitis	 intraoperatively	 and	 on	
histology	 of	 the	 specimen.	 The	 initial	 imaging	 test	 is	 usually	 USS,	 which	 classically	 reveals	
gallbladder	distension,	a	thickened	gallbladder	wall,	and	biliary	sludge	without	stones.4–6	USS	is	
widely	available	and	easy	to	use,	even	in	acutely	ill	patients,	because	it	can	be	performed	at	the	
bedside,	and	 it	 is	 inexpensive.3,10	USS	should	be	performed	as	 the	 initial	 imaging	modality	 for	
suspected	acalculous	cholecystitis.	Evaluating	the	natural	history	of	abnormalities	visualised	on	
ISSN	2073-9990			East	Cent	Afr	J	Surg	








laparoscopically	 in	most	 cases.	 In	patients	who	are	 critically	 ill,	 placement	of	 a	percutaneous	
cholecystostomy	tube	allows	for	decompression	of	the	gallbladder	and	drainage	of	contaminated,	
infected	 bile,	 and	 this	 allows	 time	 for	 the	 patient	 to	 recover	 from	 the	 acute	 illness	 before	
considering	 proceeding	 with	 cholecystectomy.4–6	 In	 this	 case,	 the	 patient	 underwent	 open	
cholecystectomy	and	recovery	was	uneventful.	
Conclusions	
Acute	 cholecystitis	 is	 easily	 recognised	 in	 most	 patients.	 However,	 the	 presence	 of	 acute	
cholecystitis	 complicating	 trauma	 is	 much	 less	 obvious.	 Lack	 of	 clinical	 and	 biochemical	
specificity	 in	 the	 presentation	 contributes	 to	 delays	 in	 diagnosis	 and	 treatment.	 The	 high	
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